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Abstract
Background: In several European countries, emergency departments (EDs) now employ a dedicated team of
full-time emergency medicine (EM) physicians, with a distinct leadership and bed-side emergency training, in all
similar to other hospital departments. In Portugal, however, there are still two very different models for staffing EDs:
a classic model, where EDs are mostly staffed with young inexperienced physicians from different medical
departments who take turns in the ED in 12-h shifts and a dedicated model, recently implemented in some
hospitals, where the ED is staffed by a team of doctors with specific medical competencies in emergency medicine
that work full-time in the ED.
Our study assesses the effect of an intervention in a large academic hospital ED in Portugal in 2002, and it is the
first to test the hypothesis that implementing a dedicated team of doctors with EM expertise increases the
productivity and reduces costs in the ED, maintaining the quality of care provided to patients.
Methods: A pre–post design was used for comparing the change on the organisational model of delivering care in
our medical ED. All emergency medical admissions were tracked in 2002 (classic model with 12-h shift in the ED)
and 2005/2006 (dedicated team with full-time EM physicians), and productivity, costs with medical human
resources and quality of care measures were compared.
Results: We found that medical productivity (number of patients treated per hour of medical work) increased
dramatically after the creation of the dedicated team (X2KW = 31.135; N = 36; p < 0.001) and costs with ED medical
work reduced both in regular hours and overtime. Moreover, hospitalisation rates decreased and the length of stay
in the ED increased significantly after the creation of the dedicated team.
Conclusions: Implementing a dedicated team of doctors increased the medical productivity and reduced costs in
our ED. Our findings have straightforward implication for Portuguese policymakers aiming at reducing hospital
costs while coping with increased ED demand.
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Background
For several decades, European emergency departments
(ED) have been handled by junior doctors from different
specialties with no specific training in emergency care,
who took weekly shifts in the ED and soon returned to
their original departments [1]. This meant that quality
improvement strategies within the ED setting were usu-
ally compromised: responsibility for the emergent pa-
tient was regularly fragmented, case discussion was
fragile, work environment was hostile and management
strategies were difficult to implement [2, 3]. With in-
creased understanding of the mission of the ED within
the hospital and the health system, emergency care has
gained momentum in Europe: emergency medicine (EM)
is now a recognised medical specialty in several coun-
tries including Italy, The Netherlands, Sweden and
Finland [4–8], and in some of these countries, EDs now
employ a dedicated team of full-time EM physicians,
with a distinct leadership and bed-side emergency train-
ing, in all similar to other hospital departments [6, 9].
In Portugal, these changes have been slower. Since
2002, EM is considered an “area of competence”, but
not a medical specialty. Moreover, most Portuguese EDs
still operate in the “classic” medical system, with junior
physicians from different specialties working on a part-
time basis in the ED and some senior internal medicine
and/or general surgery doctors supervising the ED, but
few actually assuming its leadership [10, 11]. Further-
more, the lack of organisation within these EDs often
led to an increase in costs by an accumulation of over-
time work [12].
Nonetheless, inspired by the model of ED care in other
European countries, some Portuguese hospitals have not
waited for government decisions and started to change
their internal organization: they defined the ED as a de-
partment of its own within the hospital hierarchy,
appointed an ED medical director with EM experience
and created a full-time dedicated team for handling
emergency care [13, 14]. Considering both the stressful
nature of ED work and the uncertainty surrounding the
future of EM career in Portugal, these teams were of-
fered higher salaries compared to typical ED hourly
wages in Portugal. If the model is cost-effective, higher
productivity resulting from having a team fully dedicated
to the ED should outweigh the costs of setting up this
dedicated team.
Our study uses data from a large academic hospital in
Portugal to test the hypothesis that implementing a ded-
icated team of doctors with EM expertise increases the
productivity and reduces costs in the ED, maintaining
the quality of care provided to patients.
Even though our study assesses an intervention with
more than a decade old, when the dedicated medical
team was created in our ED, to our knowledge, we are
the firsts to evaluate the impact of a dedicated medical
team model in terms of productivity and costs. There-
fore, the implications of our work may be important
considering the economic crisis and financial restrictions
occurring in several European countries, namely in
Portugal, and for the ongoing development of emergency
medicine in Europe.
The Portuguese context
The Portuguese Emergency Network comprises three
types of EDs—small and often rural “basic” EDs, inter-
mediate “medical–surgical” EDs and urban “polyvalent”
EDs—which differ in terms of the complexity of the
cases received, the resources available (e.g. human re-
sources, lab and imaging exams) and the price the gov-
ernment pays the hospitals for each ED visit.
Polyvalent emergency services usually serve a popula-
tion of 750,000–1,000,000 people and are required to have
specific medical expertise in order to receive the most
complex patients (e.g. neurosurgery, cardiothoracic sur-
gery and vascular surgery medical specialists; Digital Angi-
ography and MRI available; Pre-defined emergency
clinical pathways for chest pain, stroke, major trauma and
sepsis, …). Basic emergency departments are small prox-
imity services that only receive simple cases, but need to
have the skills for stabilising and transferring trauma pa-
tients for higher-level EDs. Medical–surgical emergency
departments are at an intermediate level, referring the
most complex patients to polyvalent emergency services
and receiving some cases from basic EDs. Therefore, they
are required to have a 24-h staffed emergency OR and ED
imaging with CT and ultrasonography available [15].
More importantly in the context of this study, there
are two very different medical staffing frameworks across
Portuguese EDs: a classic model, where doctors from dif-
ferent medical departments take turns in the ED in 12-h
shifts and a dedicated model, recently implemented in
some hospitals, where the ED is staffed by a team of
doctors with specific medical competences in emergency
medicine that work full-time in the ED. Table 1 presents




Centro Hospitalar São João (CHSJ) is a tertiary academic
hospital that serves a population of 750,000 in the North
of Portugal. Its ED, classified as a polyvalent ED, has an
average volume of 150,000 annual visits and an internal
organisation based on a dedicated team of doctors with
EM experience, set up in 2005–2006.
In 2002, the ED was based on the “classic model” of
medical staffing, where emergency care was handled by
doctors from several medical specialities, who took turns
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in the ED, in 12-h shifts (doctors up to the age of 551
had a specific weekly 12-h shift in the ED), returning to
their activities in their original department during the
rest of the week.
In 2005, an organisational change was performed in the
ED: medical (but not surgical) emergency care became
handled by a dedicated team of ED doctors, who occasion-
ally ask for specialised consultancy from other doctors of
selected medical specialities. In these specialties, doctors
are assigned to their regular department duties (outpatient
care, inpatient admissions, residents’ and medical stu-
dents’ training,…), but each department has to appoint
one or more on-call consultant doctors that may be
contacted by the ED to examine specific patients.
Since a formal emergency medicine speciality is not
established in Portugal, the doctors that took part in this
team had different medical backgrounds, but participated
in a specific training program organised by the ED’s lead-
ership staff. This training program provided competence
in some basic areas—advanced life support, trauma, inten-
sive medicine, sepsis, resuscitation ….—and consisted of
multiple compulsory courses throughout the year, namely
in electrocardiography, ED imaging, neurologic and car-
diologic emergencies, critically ill patient transfer, acute re-
spiratory failure and non-invasive ventilation, infection
and sepsis, disaster medicine and medical contingency
planning. The dedicated team was also responsible for a
newly created module in the medical school curriculu-
m—Intensive Medicine and Emergency Care—which in-
cluded an advanced life support course, ED clinical case
discussion and ED work in the emergency room and EM
teams for medical students interested in this area.
On top of the EM training provided, the dedicated team
was responsible for creating clinical protocols for the
interface between the ED and other medical services in
the hospital (e.g. hospitalisation criteria, lab and imaging
protocols) and for rolling-out some key clinical protocols
within the ED, jointly with regional and national public
health institutions. Specifically, four emergency clinical
pathways were implemented during this period (stroke,
chest pain, trauma and sepsis) that are now also widely
used in other Portuguese EDs. These are clinical algo-
rithms for evaluating and treating these diseases, based on
the understanding that time for treatment is key for the
achieved clinical outcome “time is tissue”. The acute
stroke care pathway, for instance, implemented in 2005,
focused on creating an evidence-based systematic ap-
proach to stroke patients, by identifying stroke symptoms
using the National Institute of Health Stroke Scale (NIH-
SS), considering inclusion/exclusion criteria for thromb-
olysis and quickly referring patients with suspected acute
stroke to the stroke unit, if appropriate.
Study design
A pre–post design was used for comparing these two or-
ganisational models of delivering emergency care in
CHSJ’s medical ED, by estimating the productivity vari-
ation between 2002 (classic model) and 2005/2006 (dedi-
cated model). We chose to study the dedicated model in
2005 and in 2006,2 rather than in more recent years, in
order to make costs and outcomes more comparable
with 2002, a strategy that has been chosen in similar
studies [16]. Note, for instance, that there were several
changes in the last 10 years in the Portuguese National
Health Service that may have had an effect on ED de-
mand (e.g. reforms in our primary health care sector, in-
crease in co-payments for ED visits,…) and supply (e.g.
reorganisation in the ED network that closed some small
EDs; the economic crisis reduced medical staff ’s wages;
…). Reporting outcomes after these policies occurred
could arguably bias our results, by incorporating effects
that were unrelated with our intervention within the ED.
Table 1 Key features for the two type of models of medical staffing of EDs in Portugal
Classic model Dedicated model
The ED is handled by doctors from different medical specialties
(primarily junior doctors in training)
There is a team of doctors with formal training in emergency medicine
(primarily consultants/senior doctors)
Part-time—12 to 18 h/week in the ED Full-time—40 h/week in the ED
The ED director has no direct leadership responsibilities over the
medical staff (i.e. each medical doctor answers to his department head)
The ED direct has a formal leadership role over the medical team
Inexistent ED recruiting policies
(staffing is dependent on other departments’ needs)
There is an active recruitment based on doctors’ vocation for
the ED work
The ED’s strategy and leadership structure is unclear to most doctors
that occasionally work in the ED, and the medical staff is usually not
aware of key performance indicators in the ED
The ED is a hospital department on its own, with a leadership structure,
a clear strategy aligned to the hospital’s mission and vision and a regular
monitoring and discussion of key performance indicators in the ED
Scarce training in the ED (e.g. advanced life support, trauma patient, …) Formal training courses in the ED on a regular basis
Doctors who occasionally visit the ED for patient care are less
committed to quality improvement measures, case discussion,
clinical audit activities, …
Doctors from the team, who continuously work in the ED,
are more committed to quality improvement measures,
process engineering, case discussion, clinical audit activities,
team-building initiatives, …
Source: National Report of the Commission for the Emergency Department Network Reform [15]
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Moreover, we analysed ED productivity separately for
2005 and 2006, since in 2005 the dedicated model was
only partially implemented, i.e. there were still some few
doctors working in the classic “shift” basis.
Productivity was measured in the conventional man-
agement way: ED visits (ED’s production) divided by the
hours of medical work used in that production.
In order to isolate only the “medical” work (and not
the “surgical” work3) in the ED, we selected ED visits
whose discharge was the responsibility of doctors from
departments of medical specialities.4
For identifying the hours of medical work devoted to
treating these patients:
 In 2002 (classic model), we included the 12-h shifts
made by doctors who were assigned to the ED by
law (doctors up to the age of 55).
 In 2005 and 2006 (dedicated model), we included
the work hours of doctors who were part of the
dedicated team, as well as the hours of medical
specialists outside the team who were called to the
ED for consultancy on specific cases (consultancy
hours). Specifically for junior doctors in the first
2 years of residency, their training requires 12 h/
week of work in the ED during these years (i.e.
these are junior doctors who assist the dedicated
team on a daily basis), whereas other junior
doctors who are senior residents do not work in
the ED on a regular basis, but are often called to
the ED for consultancy on specific cases
(consultancy hours).
 In each year, we also include overtime and (home)
on-call specialist coverage that were made by
medical doctors in the ED.
In addition to productivity analysis, we also studied
the costs of both models. For this purpose, we used the
gross remuneration5 earned by these doctors, with a
methodology that overlaps the one used to account for
the hours of work—a 12-h proportional salary in 2002
and the full-time salary in 2005 and 2006.
In addition to this productivity and cost analysis, we also
analysed the impact of the implementation of this dedi-
cated team on the ED’s quality of care. For doing so, we
identified a set of ED quality indicators that are widely
used in national [15] and international studies [17]. These
include total duration of the ED visit (LOS), readmission
rate to the ED within 24, 48 and 72 h, hospitalisation rate,
left without being seen by a doctor (LWBS) rate and in-
ED mortality rate.
Kruskal–Wallis test and Mann–Whitney U test were
used to make comparisons between years and t tests for




We identified a set of 153,300 visits in the ED with dis-
charges made by doctors of medical specialities, through-
out the period of our analysis. Some demographic
characteristics of our ED adult patients are presented in
Table 2, which shows that baseline characteristics of our
ED population have not changed during this period.
Production of the ED
In the period after the implementation of the dedicated
team, there was an increase in the number of ED visits of
25% in 2005 and 40% in 2006. This increase occurred with
a continuous reduction of the work carried out by doctors
from medical departments (e.g. cardiology or neurology
medical specialists), with a progressive uptake by the ED
dedicated team. Table 3 also shows that, after the inter-
vention, the majority of ED patients were treated by senior
doctors, who were part of the dedicated full-time team in
the ED, while in 2002 they were primarily handled by
junior doctors, who worked part-time in the ED.
Table 4 shows that in the years after the intervention
there was an increase in the average ED visit duration
(time in the ED) and in the LWBS rate and an increase
in readmission rates in 2006. In contrast, the hospitalisa-
tion rate significantly decreased after the intervention.
Hours of medical work
In addition to the increase in the number of patients
treated, we found a pronounced decrease in the total
hours of work, of 22% between 2002 and 2005 and of
36% between 2002 and 2006. Moreover, between 2005
and 2006, there was still a reduction of nearly 19% in
the total hours of work. Figure 1 presents this evolution
of the work hours in the ED, subdividing them by cat-
egory. It shows that the needs in both regular hours and
overtime were significantly higher in 2002 compared to
following years.






21,520 (50.7%) 26,983 (51.5%) 31,206 (53.0%)
Age (average ±SD) 52 ± 21 54 ± 21 53 ± 21
Distance
(average ±SD) (km)
17.1 ± 26.1 15.5 ± 26.7 15.3 ± 25.2
Patients with NHS
insurance (%)




3058 (7.3%) 3897 (7.4%) 3344 (7.1%)
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With the information on the number of patients treated
and the hours of work, we calculated ED productivities, in
each year (Table 5).
There were statistically significant differences, using
the Kruskal–Wallis test, between the productivity of the
several years (X2KW = 31.135; N = 36; p < 0.001). Those
differences were shown to be significant both between
2002 and 2005 and between 2005 and 2006, using the
Mann–Whitney U test.
Costs with the work in the ED
The bottom part of Table 5 presents the evolution in the
cost of the medical HR throughout the period of our
analysis. There was a very pronounced cost reduction be-
tween 2002 and 2005 and 2006, yet with lower magnitude
compared to the productivity increase described above.
The ED quality of care in following years
In the last section, we provided evidence that the imple-
mentation of a medical team of doctors working full-
time in the ED had noteworthy effects on the productiv-
ity and HR costs in our ED. One concern that may re-
main is whether these improvements in productivity had
detrimental effects in the quality of ED care in the years
after the creation of the team. In Fig. 2, we provide the
evolution of some key ED quality indicators in the
period after the implementation of the dedicated ED
team. Figure 2 shows that ED LOS, readmission rates
and LWBS rates decreased considerably, whereas the
proportion of patients seen by a physician within the
time recommended at triage increased continuously in
the 2 years after our intervention.
Discussion
Our study shows an increase in productivity and a decrease
in medical HR costs with the creation of a dedicated team
in the ED of an academic urban hospital. Some factors that
contributed to these pronounced differences in productivity
were not only an increase in the number of patients treated,
but mainly a reduction in the necessary number of work
hours for treating those patients, achieved both in regular
work hours and in overtime hours.
There is a large literature documenting that a dedi-
cated team of senior doctors is associated with higher
productivities in the ED. Sen et al. and Christmas et al.
found that increasing senior doctors’ coverage during
nights in the UK led to more patients being treated per
hour [18, 19]. Austin et al. also reported an increase in
the volume of patients in the ED following the creation
of a dedicated surgical team [20].
Similarly to these authors, we argue that this organisa-
tional change may improve productivity by enhancing some
of the practices that have been signalised as high perform-
ance management practices [21]. Morey et al. found that
the implementation of formal teamwork structures had
positive effects on staff attitudes and team behaviours in
the ED [22]. Salas et al. described core principles for effect-
ive teamwork in emergency medicine [23]: existence of
identifiable leadership and shared understanding of the
tasks, purposes and goals for the team, implementation of
training and feedback/“learning from mistakes” practices
and development of appropriate team cooperation and
communication skills. Some—if not all—of these practices
are hallmarks of this transition from “classic model” to
“dedicated model” of delivering care in our ED and may
help to explain the organisational benefits we have found.
Table 3 ED medical discharges by doctors’ career category
Career category 2002 2005 2006
Department head 430 (1.0%) 464 (0.9%) 196 (0.3%)
Senior doctor 16,781 (40.0%) 40,464 (77.3%) 45,766 (77.6%)
Junior doctor 24,108 (57.6%) 9962 (19.0%) 11,585 (19.6%)
Self-employed doctor 590 (1.4%) 1499 (2.9%) 1455 (2.5%)
Senior doctors are consultants who have completed their specialist training.
Junior doctors are medical doctors who are still in a residency training
position in their chosen medical speciality. “Self-employed” doctors are
medical specialists who are not part of the permanent hospital workforce and
are usually employed during peak periods
Table 4 Quality indicators of ED’s production; p value based on t tests comparing performance indicators between 2002 and 2005
and 2002 and 2006
Production in the ED 2002 2005 p value 2006 p value
Av. monthly visits 3493 4366 <0.001 4917 <0.001
Quality indicators
Hospitalisation rate 24.7% 19.1% <0.001 17.3% <0.001
Total time in the ED (average ± sd) 04:34:00 ± 06:04:20 05:48:34 ± 04:56:59 <0.001 05:50:25 ± 04:55:29 <0.001
Readmission rate at 24 h 1.1% 1.0% 0.53 1.3% <0.001
Readmission rate at 48 h 2.1% 2.0% 0.28 2.4% <0.001
Readmission rate at 72 h 2.9% 2.7% 0.14 3.3% <0.001
ED mortality rate 0.4% 0.6% <0.001 0.5% 0.07
LWBS rate 0.9% 1.4% <0.001 4.5% <0.001
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Moreover, the implementation of the dedicated team
directly resulted in increased physician seniority in the
hospital’s ED. There is compelling evidence that increas-
ing the number of senior doctors in the ED improves
the quality of care and reduces costs in the ED [24, 25].
Consistent with the increase in productivity, we also
found a reduction of the costs of ED medical work be-
tween 2002 and 2005 and 2006. However, this reduction
was lower than the productivity variation, due to the in-
trinsic cost of setting up the dedicated team (setup
costs). One important setup cost with the dedicated
model arose from contracting doctors under an individ-
ual employment contract, rather than under civil servant
status, which allowed offering higher remunerations, a
strategy that has also been employed in other settings
[19]. This was particularly important in our context con-
sidering the nature of ED work and the non-existence of
a medical speciality of emergency medicine in Portugal.
We also evaluated the quality of ED care delivery in
each year. We found a very significant decrease in the
hospitalisation rate and an increase in the average length
of stay within the ED. We believe these to be direct con-
sequences of this new model of delivering ED care, i.e.
the formalisation of hospitalisation criteria and labora-
tory and imaging protocols for the ED patient increased
ED patients’ length of stay while reducing unnecessary
hospitalizations (e.g. patients that were hospitalised for a
short-stay reassessment or lab results and/or waiting for
stabilisation of their clinical condition). Reductions in
admission rates from the ED have also been found in
other studies that analysed the effect of increasing senior
doctors’ presence in the ED [18, 19].
We also found an increase in the LWBS and readmis-
sion rates in 2005 and 2006. Nonetheless, in a compara-
tive study about the implementation of the Manchester
Triage System in several Portuguese EDs, our LWBS
and readmission rates are similar to other tertiary EDs
that have implemented the triage system [26]. Therefore,
we hypothesise that, at least for the LWBS, this increase
may be due to the formalisation of the Manchester Tri-
age in the ED during the period of implementation of
the dedicated team, which may have led to an increase
in drop-outs in the less severe visits, which account for
a high share of the ED’s volume [15, 27].
Mortality rates have also increased in 2005. One pos-
sible explanation for this finding is the influenza epidemic
that hit Portugal in the first months of that year [28].
Nevertheless, our study has some limitations. The most
significant arises from our need to use data from 2002 to
2006, when the intervention took place in our hospital.
Although HR medical costs should not have changed in
the last years, since salaries in the public sector are regu-
lated by national pay scales, there may still be some
doubts as to whether the cost reduction we report would
still be found nowadays. In a study using more recent
data, Oliveira (2012) simulated the economic impact of
Fig. 1 Evolution of the work hours by category. Both regular work hours and overtime decreased significantly between the classic model and the
dedicated model. Work hours in every category also decreased between 2005 (dedicated model in adjustment) and 2006 (dedicated model)
Table 5 Productivity and costs in the ED in 2002, 2005 and 2006
2002 2005 2006
Productivity (patients treated/hour) 0.13 0.20 0.27
Productivity variation 53.80% 107.69%
Cost with ED’s medical hour (in 2015 values) 6,544,622€ 4,695,463€ 3,602,738€
Cost variation −28.25% −44.95%
Hour cost per patient visit (in 2015 values) 165.48€ 98.20€ 67.65€
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the hypothetic creation of a dedicated team in another
Polyvalent ED that is close to the same size and in the
same region of ours [29]. The author estimated a pre-
dicted cost reduction of 30% in medical HR costs if they
implemented a dedicated team in their ED, which is simi-
lar to the one we present in this study. This reassures us
of the robustness of our findings.
Our study also lacked data on the number of exams
and prescribed medication, which may have also chan-
ged with the implementation of a senior dedicated team.
Further studies may try to include these costs and com-
pare them across the two models.
Conclusions
In conclusion, there are some clear practical implica-
tions of our findings. Several hospitals in Portugal face
pressure for introducing cost containment measures, yet
demand for ED is increasing and cyclically threatens the
health system. We show that changing the organisational
model in the ED by creating full-time dedicated medical
teams of doctors with EM expertise may have note-
worthy financial effects, by releasing doctors from their
ED duties, reducing overtime work costs and avoiding
over allocation of HR elsewhere in the hospital.
Endnotes
1Doctors older than 55 have a leave of absence from
ED work.
2We used 2005 and 2006 as our post-intervention
period. 2003–2004 was a transition period when some
few organisational measures were already occurring (e.g.
appointing a dedicated medical coordinator in the ED)
but the full dedicated team had not still been created.
3Note that the surgical work in the ED (e.g. general surgery
and orthopaedics) was not targeted by this intervention.
4We have only considered doctors from medical depart-
ments—internal medicine, cardiology, neurology, derma-
tology, gastroenterology, pulmonology, infectious diseases,
rheumatology nephrology, endocrinology, immunoaller-
gology and hemato-oncology. We have also included the
doctors assigned to the departments of the intensive care
unit and anaesthesiology, because they were assigned to
the emergency room.
5These remunerations were adjusted to the inflation
rate reported by Statistics Portugal.
Acknowledgements
We would like to thank Lídia Castro (Management Control
Department—Centro Hospitalar São João) for her help during the process of
collecting the data and to Sofia Vaz for her invaluable help and guidance
during the development phase of this work. We are also grateful to Pedro
Cardoso for his comments and suggestions on a previous draft of this article
and to the participants of the XIII Portuguese Congress on Health Economics
for the insightful remarks.
We would also like to thank all that have helped in and contributed for the
conception and implementation of the dedicated medical team in the
Emergency Department of the Centro Hospitalar Sao Joao.
Authors’ contributions
We declare that this paper describes our own work. JAP participated in the
study’s design and coordination and discussion of its findings. PR
participated in the study’s design and discussion, performed the statistical
analysis and prepared the manuscript’s draft. Both authors read and
approved the final manuscript.
Fig. 2 Evolution of key ED quality indicators in the years after the implementation of the dedicated medical team in the ED
Ramos and Paiva International Journal of Emergency Medicine  (2017) 10:8 Page 7 of 8
Competing interests
The authors declare that they have no competing interests.
Ethics approval and consent to participate
The institutional review board of the participating hospital approved the
study without the need for written informed consent.
Author details
1Faculty of Medicine, University of Porto, Porto, Portugal. 2Medical Director
Office, Hospital das Clínicas da Faculdade de Medicina da Universidade de
São Paulo, São Paulo, Brazil. 3Autonomous Management Unit of Emergency
and Intensive Care Medicine of Centro Hospitalar São João, Porto, Portugal.
Received: 22 January 2016 Accepted: 15 February 2017
References
1. Folkestad L, Brabrand M, Hallas P. Supervision of junior doctors and
allocation of work tasks regarding admissions and further treatment of
acute admitted patients. Ugeskr Laeger. 2010;172(22):1662–6.
2. Cooke MW, Kelly C, Khattab A, Lendrum K, Morrell R, Rubython EJ. Accident
and emergency 24 hour senior cover—a necessity or a luxury? J Accid
Emerg Med. 1998;15(3):181–4.
3. Ikkersheim DE, van de Pas H. Improving the quality of emergency medicine
care by developing a quality requirement framework: a study from The
Netherlands. Int J Emerg Med. 2012;5:20. doi:10.1186/1865-1380-5-20.
4. Hallas P, Ekelund U, Bjornsen LP, Brabrand M. Hoping for a domino effect: a
new specialty in Sweden is a breath of fresh air for the development of
Scandinavian emergency medicine. Scand J Trauma Resusc Emerg Med.
2013;21(1):26.
5. Thijssen WA, Koetsenruijter J, Giesen P, Wensing M. Emergency departments
in The Netherlands: is there a difference in emergency departments with
and without emergency physicians? a cross-sectional web-based survey. Int
J Emerg Med. 2013;6(1):11. doi:10.1186/1865-1380-6-11.
6. Thijssen WA, Giesen PH, Wensing M. Emergency departments in The
Netherlands. Emerg Med J. 2012;29(1):6–9. doi:10.1136/emermed-2011-
200090.
7. Fleischmann T, Fulde G. Emergency medicine in modern Europe. Emerg
Med Australas. 2007;19(4):300–2. doi:10.1111/j.1742-6723.2007.00991.x.
8. Sanchez B, Hirzel AH, Bingisser R, Ciurea A, Exadaktylos A, Lehmann B, et al.
State of Emergency Medicine in Switzerland: a national profile of
emergency departments in 2006. Int J emerg Med. 2013;6(1):23. doi:10.
1186/1865-1380-6-23.
9. Holliman CJ, Mulligan TM, Suter RE, Cameron P, Wallis L, Anderson PD, et al.
The efficacy and value of emergency medicine: a supportive literature
review. Int J Emerg Med. 2011;4:44. doi:10.1186/1865-1380-4-44.
10. CRRNEU. Comissão da Reavaliação da Rede Nacional de Urgência e
Emergência Report. 2012.
11. Campos L. Roteiro de Intervenção em Cuidados de Emergência e Urgência.
Direcção Geral de Saúde: Lisboa; 2014.
12. Paiva J. Medicina de Urgência - Que formação ? 2ª Jornadas Internacionais
da Medicina de Urgência; Porto. 2009.
13. Desp.47/SEAS/2006. Normas para a elaboração das escalas-tipo dos Serviços
de Urgência. In: Secretaria-Geral MdS, editor. Lisboa; 2006.
14. Ramos P. Dedicated emergency room surgical team. Master Thesis in
Medicine. Porto: University of Porto; 2013.
15. CRRNEU. Comissão para a Reavaliação da Rede Nacional de Emergência e
Urgência” 2012. Reavaliação da Rede Nacional de Urgência e Emergência 2012.
16. Daniel CO, West TA, Craig-Blanco PS, Myers JG, Stewart RM. Full time
trauma service leads to improved Level III trauma center outcomes. Am J
Surg. 2010;200(6):734–9. doi:10.1016/j.amjsurg.2010.07.026. discussion 9-40.
17. Sorup C, Jacobsen P, Forberg J. Evaluation of emergency department
performance—a systematic review on recommended performance and
quality-in-care measures. Scand J Trauma Resusc Emerg Med. 2013;21(1):62.
18. Sen A, Hill D, Menon D, Rae F, Hughes H, Roop R. The impact of consultant
delivered service in emergency medicine: the Wrexham Model. Emerg Med
J. 2012;29(5):366–71. doi:10.1136/emj.2010.107797.
19. Christmas E, Johnson I, Locker T. The impact of 24 h consultant shop floor
presence on emergency department performance: a natural experiment.
Emerg Med J. 2013;30(5):360–2. doi:10.1136/emermed-2012-201369.
20. Austin MT, Diaz Jr JJ, Feurer ID, Miller RS, May AK, Guillamondegui OD, et al.
Creating an emergency general surgery service enhances the productivity
of trauma surgeons, general surgeons and the hospital. J Trauma. 2005;
58(5):906–10.
21. West MA, Guthrie JP, Dawson JF, Borrill CS, Carter M. Reducing patient
mortality in hospitals: the role of human resource management. J Organ
Behav. 2006;27(7):983–1002. doi:10.1002/job.396.
22. Morey JC, Simon R, Jay GD, Wears RL, Salisbury M, Dukes KA, et al. Error
reduction and performance improvement in the emergency department
through formal teamwork training: evaluation results of the MedTeams
project. Health Serv Res. 2002;37(6):1553–81.
23. Salas E, Rosen MA, King H. Managing teams managing crises: principles of
teamwork to improve patient safety in the emergency room and beyond.
Theor Issues Ergon Sci. 2007;8(5):381–94. doi:10.1080/14639220701317764.
24. Harvey M, Al Shaar M, Cave G, Wallace M, Brydon P. Correlation of physician
seniority with increased emergency department efficiency during a resident
doctors’ strike. N Z Med J. 2008;121(1272):59–68.
25. Salazar A, Corbella X, Onaga H, Ramon R, Pallares R, Escarrabill J. Impact of a
resident strike on emergency department quality indicators at an urban teaching
hospital. Acad Emerg Med Off J Soc Acad Emerg Med. 2001;8(8):804–8.
26. Silva AM. Triagem de Prioridades - Triagem de Manchester. Porto: University
of Porto; 2009.
27. Martins H, Cuña LDCD, Freitas P. Is Manchester (MTS) more than a triage
system? A study of its association with mortality and admission to a large
Portuguese hospital. Emerg Med J. 2009;26(3):183–6.
28. DGS. plano de contingência nacional do sector da saúde para a pandemia
de gripe. Lisboa: DGS; 2008.
29. Oliveira M. Equipa dedicada no Serviço de Urgência: eventual impacto
Económico: Universidade do Porto. 2012.
Submit your manuscript to a 
journal and beneﬁ t from:
7 Convenient online submission
7 Rigorous peer review
7 Immediate publication on acceptance
7 Open access: articles freely available online
7 High visibility within the ﬁ eld
7 Retaining the copyright to your article
    Submit your next manuscript at 7 springeropen.com
Ramos and Paiva International Journal of Emergency Medicine  (2017) 10:8 Page 8 of 8
